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a b s t r a c t 

Background: Injuries are a significant cause of mortality and morbidity, particular in low- and middle- 

income countries (LMICs). While there is a focus on increasing injury care capacity, less attention is given 

to assessing, improving, and understanding the quality of care provided, especially from a patient per- 

spective. This study therefore aims to understand what patients from a Zambian orthopaedic ward be- 

lieve good quality care to be, to identify its key components, and contribute to better understanding what 

patients believe local healthcare priorities could be. 

Methods: Patients admitted to the orthopaedic ward of a Zambian tertiary care hospital were invited 

to take part in-depth face-to-face interviews. Interviews were continued until thematic saturation was 

achieved. Interviews were recorded and transcribed. Analysis was done using an inductive grounded the- 

ory approach. 

Results: Of 13 patients approached, 12 consented to take part. Analysis of the themes from the tran- 

scripts led to the emergence of four core categories of quality care which are important to the patient: i) 

restoring the patient to normality (category: ‘restoring normality’), ii) establishing trust between patients 

and providers (‘trusting the provider’), iii) respecting the patient and allowing them to maintain auton- 

omy (‘autonomy and respect’) iv) finding ways for patients to enjoy their time in the hospital (‘enjoying 

life’). From these results, a patient perspective theory of quality care emerged. This theory posits the idea 

that high-quality care in this context needs to fulfil these four core categories. Additionally, these core 

categories were ranked on significance and priority. 

Conclusion: The hierarchy of core categories could help to identify areas to improve care quality in this 

setting. Not only has this study helped to determine local priorities for achieving high-quality care but 

can encourage others to test injured patient perceptions of care quality in comparable settings. 

© 2022 The Authors. Published by Elsevier Ltd. 

This is an open access article under the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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ntroduction 

Injuries are an important and growing cause of mortality and 

orbidity in low- and middle-income countries (LMICs) [1] . How- 

ver, very little data on the quality of available health care follow- 

ng injury exists in these settings [2] . This is primarily due to a

riority on expanding capacity [2] . Whilst increasing access to care 
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ervices is an important focus in global health, ever more attention 

s being placed on understanding and improving the quality of de- 

ivered care by these services [2] . Although there is no universal 

efinition of healthcare quality, the WHO defines it as the “degree 

o which health services for individuals and populations increase 

he likelihood of desired health outcomes and are consistent with 

urrent professional knowledge” [3] . Quality is frequently divided 

nto several components, most of which are based on the US Insti- 

ute of Medicine’s landmark study which describes the six domains 

f quality healthcare: patient centredness (providing care in line 

ith priorities, values and needs of the individual), safety (avoid- 

ng harm), timeliness (short wait times), effectiveness (achieving 
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esired health outcomes), efficiency (reducing waste and maximis- 

ng benefits), and equitability (consistent quality and accessibility 

or all) [4] . The WHO includes ‘integration’ (providing a full range 

f services throughout someone’s life) as a seventh component in 

018 [3] . 

Recently, Coccolini and colleagues published a list of 82 trauma 

uality indicators (TQI) based on a literature review and expert 

pinion [5] . These TQI include metrics like length of stay, unex- 

ected return to the operating theatre, long-term physical and psy- 

hological morbidity, and intangible cost quantification. They di- 

ided the TQI into six categories: prevention, structure, process, 

utcome, post-traumatic management, and society integrational ef- 

ects. This list provides a helpful way through which to compare 

nd evaluate trauma care quality systems and are based on the 

reviously well described Donabedian three categories from which 

nferences about care quality can be made: structure (the context 

n which care is delivered), process (combination of all actions that 

ake up healthcare) and outcome (the effects of healthcare) [6] . 

rucially, The Lancet Global Health Commission on High Quality 

ealth Systems (HQSS) further developed these constructs, includ- 

ng resilience as a function of quality and emphasising the purpose 

f health systems as being “for people” [2] . 

There are several components that are consistent within care 

uality frameworks and provide a useful way of dissecting health- 

are provision [3,4,7] . Currently, however, most of the quality in- 

icators are developed through expert opinion and do not shed 

ufficient light on patient perspectives on care quality [8] . This is 

f particular importance in LMICs where there is little research 

egarding quality in emergency and trauma care from a patient 

erspective [9] . The components making up quality healthcare are 

aried and quality is a normative concept, with its meaning con- 

tructed by communities and patients [10] . It is therefore impera- 

ive to further understand and study the ideas and thoughts that 

ndividual patients in a specific setting have about healthcare qual- 

ty in order to provide injury care that is of appropriate quality 

11,12] . 

It is estimated that trauma accounts for 10% of surgical proce- 

ures in Zambian district facilities [13] and is expected to grow as 

otor vehicle use and associated injuries are increasing annually 

14] . As planned development of services progresses, it is necessary 

o ensure that they are of high quality and appropriate for the pa- 

ient. We used a grounded theory approach to explore the patient 

erspective of what constitutes quality of care in a lower-middle- 

ncome perspective. We sought to identify Zambian orthopaedic 

rauma patients’ priorities and ideas about what injury care qual- 

ty means, in order to develop a patient-generated model of high- 

uality injury care to ultimately inform trauma healthcare service 

evelopment in this and similar contexts. 

aterials and methods 

etting and participants 

The study was conducted on orthopaedic wards at Ndola Teach- 

ng Hospital, a Zambian tertiary hospital in the Copperbelt dis- 

rict, in May and June 2019. The hospital serves a wide geographic 

rea, including wealthy urban centres and rural surroundings with 

ostly subsistence economies. Although inpatient stays and oper- 

tions are free, patients must pay for consumables including most 

edicines, and often prohibitively expensive surgical implants. 

Patients were identified from those admitted following an or- 

hopaedic injury. The participants were limited to orthopaedic in- 

ury as these generally stable patients who required extended hos- 

italisation which allowed the researchers to develop the rapport 

ecessary for the grounded theory methodology. Participants had 

o be 18 years or older, able to give informed consent, as well as 
3173 
ble and willing to hold a conversation about the subject of quality. 

atients were approached following doctors’ rounds. Reasons and 

otivation for the project were clearly outlined, which was impor- 

ant as many patients were initially worried that their responses 

ould impact their care. Patient recruitment ceased following the- 

atic saturation, whereby no new information or ideas were being 

licited (i.e. ‘saturation’). 

nterviews 

Two of the authors (FM and AB) conducted semi-structured in- 

epth interviews using an a priori question guide (see Appendix 

) allowing the pursuit of relevant themes and in-depth conversa- 

ion. Most interviews were conducted in English though two were 

onducted in the local Bemba language with use of a translator. 

ndividual interviews lasted until no new information was elicited. 

o repeat interviews were carried out. The interviews were audio 

ecorded and transcribed verbatim by FM. Transcripts were not re- 

urned to participants for comments and/or corrections. 

nalysis 

A grounded theory method was used. As an inductive process, 

nderstanding ‘emerges’ from the data, such as interviews and 

eldnotes, leading the researcher to construct a theory about the 

opic of interest [15] . Grounded theory coding and analysis was 

one by FM following the framework of Charmaz (2014). Tran- 

cripts were initially coded line-by-line using NVivo 12.5.0 ( QRS 

nternational ). During the selective phase, the first round of cate- 

ories (primary categories) emerged. A list of these codes was cre- 

ted to see which ones could be coalesced. The resulting periph- 

ral categories (secondary categories) were checked back with the 

ranscripts to see if they were appropriately categorised. Through 

n iterative process, core categories emerged which provided the 

oundation of the subsequent grounded theory. A more thorough 

escription of the analysis process along with a description of the 

uthors can be found in the electronic supplementary material. 

thical considerations 

Participant information and consent documents were provided 

long with verbal clarifications. Once participants had read the 

ocument, or had it read to them, and had any questions an- 

wered, consent forms were signed. Ethical approval was granted 

y the King’s College London Research Ethics Office (LRU-18/19–

0,551) and the Tropical Diseases Research Centre, Zambia (IRB reg. 

o. 0 0 0 02911, FWA no. 0 0 0 03729). 

The study is reported in accordance with the COREQ guidelines 

or qualitative research (see supplementary material) [16] . 

esults 

Thirteen patients were invited to participate, of which twelve 

greed. One patient refused to be interviewed because they feared 

articipation would affect their care negatively, despite assurances 

o the contrary. The average interview duration was 39 min (range 

6 – 89 min). An overview of the participants can be found in 

able 1 . A more personal description of the participants can be 

ound in the supplementary material. 

A total of four core categories of high-quality injury care 

merged: 1) Restoring normality, 2) Trusting the provider, 3) Au- 

onomy and respect, and 4) Enjoying life. ( Fig. 1 ) 

estoring normality 

Many patients stated a primary wish to return to normality; the 

io-psycho-social and financial state prior to the injury. This was 
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Table 1 

Overview of the Participant Characteristics. 

Patients 

Label Sex Age Profession Mechanism of Injury Injury Type Treatment Interview Duration (minutes) 

Pt1 Male 40s Truck driver RTC Fractured femur Cast, skeletal traction 49 

Pt2 Male 50s Taxi driver RTC Multiple long bone fractures Cast, skeletal traction 35 

Pt3 Male 30s Printer Fall Fractured femur Cast, skeletal traction 30 

Pt4 Male 40s Unemployed Assault Fractured jaw Uncertain 16 

Pt5 Male 20s Student Pathological fracture Fractured femur Amputation 51 

Pt6 Male 20s Student RTC Non-union fractured tibia/ fibula Cast, skeletal traction 89 

Pt7 Female 60s Gardener Fall Fractured pelvis Splint 27 

Pt8 Female 20s Student RTC Fractured femur External fixation 23 

Pt9 Male 40s Plumber RTC Fractured tibia External fixation 27 

Pt10 Female 20s Unemployed RTC Fractured pelvis Pelvic splint 32 

Pt11 Female 30s Grocer RTC Fractured femur Cast, skeletal traction 28 

Pt12 Male 40s Accountant RTC Fractured femur ORIF 64 

Fig. 1. Overview of the core components that make up high-quality injury care. 
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eemed the most important hallmark of high-quality treatment. 

ppropriate procedural care and medications were fundamental to 

his. 

“The only thing that will help me recover faster is after I have an 

peration…But without that […] I’ll just be bedridden…” (Pt 8) 

Staff competence was also a central feature of care quality. In 

hort, staff should “know what to do” (Pt8). This applied not just to 

linicians but to all hospital workers. 

“When you find a good hospital, there should be, the doctors how 

hey are treating the patients. And also these students, they know how 

o treat the patients. Even the cleaners they know how to clean.” (Pt 

0) 

It was frequently stated that a high-quality hospital would 

over the cost of treatment. Providing optimal treatment without a 

nancial burden would allow the return to physical and emotional 

ormality. 

“I can emphasize is the medication. We, we don’t have to be buy- 

ng our own medicines. My own femur plates…The government should 

o that…” (Pt 9) 

rusting the provider 

Trust was defined as having confidence that the provider will 

upport the patient both physically and emotionally, and work to- 

ether for the patient’s interests. Trust was primarily established 
3174 
hrough the kindness of the staff, although competence of the staff

layed a role. 

“When you’re a friend to them, you can easily open up, what’s 

ain inside you…” (Pt 3). 

Importantly, patients also had more confidence in the hospital 

f it has hygiene standards. 

“If the place is clean, then it means that the quality of work which 

ill be found in that hospital will be excellent.” (Pt 12). 

utonomy and respect 

Patient control and being shown respect were important deter- 

inants of high-quality care. Patients losing—at least temporarily—

ertain functions, still wanted control over some basic daily ne- 

essities. Frequently, ‘bedsiders’ provided food and electric kettles 

or hot water, soap, and towels, which allowed the patient to not 

ntirely rely on hospital staff. Bedsiders are loosely defined as in- 

ormal caregivers (usually family, relatives, or friends) for an in- 

atient during their hospital stay. They helped give the patient a 

ense of person and agency that had been somewhat removed by 

eing in the hospital. 

“They [the bedsiders] bring beans, potatoes, anything, any food, 

hat I want to eat, they bring for me…This is important for me.” (Pt 

0) 
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A low-quality (‘bad’) hospital would therefore undermine this 

ense of person. 

“A bad hospital? Doctors…they are heartless. Even the nurses they 

on’t talk to a patient…They will shout at her [the patient], so I can

ay that it’s a bad hospital.” (Pt11) 

njoying life 

The pleasures of daily living while in hospital were significant, 

ith several patients reporting ‘feeling at home’ as an important 

art in high quality patient-centred care, especially for those with 

ong inpatient stays. This sense of enjoyment was independent of 

aving autonomy over its source. In other words, it did not mat- 

er whether or not the patient had specifically demanded it. En- 

oying good food, having the means to maintain personal hygiene, 

nd forms of entertainment were all sources of joy. As Pt8 put it; 

“When you’re eating, you even have a different mind […] You are 

appy you are eating [tasty food]”. (Pt 8) 

Another cause for joy were friendly interactions between staff

nd patients. 

“The relationship, the public relations, between us patients and 

hose who are work on us, it’s very important…You come, you greet 

our patients: ‘good morning, good morning, good morning’. Just a 

reeting can enlighten you. Maybe you are down, down in attitude or 

ou are low, but when someone comes and puts a smile on you, you 

ven change.“ (Pt 12) 

More quotations on each theme can be found the supplemen- 

ary material. 

 theory of high-quality care 

Through the use of the grounded theory approach, a theory of 

igh-quality care emerged, describing fundamental priorities and 

deas of injury quality for patients. Core categories were ranked 

ased on perceived importance by participants ( Fig. 2 ). For exam- 

le, whilst ‘enjoying life’ was important, ‘restoring normality’ was 

erceived as being more valuable to the participants. 

iscussion 

To our knowledge, this study is the first to explore patients’ 

deas and expectations regarding high-quality injury care in a Zam- 

ian tertiary care context. Through the use of a grounded the- 

ry approach, we have constructed a theory of high-quality or- 

hopaedic injury care in Zambia which includes four core cate- 

ories: ‘restoring normality’, ‘trusting the provider’, ‘autonomy and 

espect’, and ‘enjoying life’. In this setting, it may guide prac- 

ice and policy priorities as the injury care system is expanded. 

or example, we came to formally understand the importance of 

nancial support for patients with orthopaedic injuries (‘restor- 

ng normality’). Many patients explained that the costs associated 

ith the surgery were too great, forcing them to go for the non- 

urgical option, which drastically increased their time in hospital. 

ther patients stated that the overall costs meant they had to bor- 

ow money which was a significant source of worry and anxiety. 

his may motivate policy makers to instigate mechanisms to cover 

hese costs. Additionally, being able to choose and eat nutritious 

ood emerged as being extremely important for the patients’ per- 

eption of high-quality care, suggesting that more resources could 

e allocated to the dietary sector in this hospital. Perhaps unsur- 

rising was the importance of professionalism and kindness of the 

taff. Placing this inside the quality-care model may serve as an 

mportant reminder for continuous professional education as well 

s ensuring that staff are adequately trained and rested. Lastly, it 

ecame clear that patients valued autonomy: having the option to 

lean and wash themselves, as well as providing mobility aids for 
3175 
ndependent movement around the ward. Implementing these may 

e a relatively small financial cost but would greatly improve the 

uality of care as perceived by the patient. These are valuable in- 

ights that are of a practical value in the study setting and may 

herefore inspire others to conduct similar research to determine 

ocal expectations and ideas on quality. 

It is important to compare our theory of high-quality care to 

ther models, of which there are several. Most notable is the In- 

titute of Medicine’s STEEEP (safe, timely, effective, efficient, equi- 

able, patient centred) model, which has been widely use to guide 

uality improvement efforts as well as the model by the WHO, 

hich has added ‘integration’ as a seventh component [3,4] . In ad- 

ition, the Lancet HQSS has been working to promote high-quality 

ealth system and they should be guided by the following four val- 

es: they are for people, they are resilient, efficient, and equitable 

2] . Certain findings from our study fit well within these common 

rameworks. The need for effective treatment, financial support, 

aring staff, and patient autonomy and respect, for example, corre- 

ate with WHO’s domains of effectiveness, equitability, and patient 

entredness [4] . Importantly, our study helps to elucidate what it 

eans of healthcare to be ‘for people’, as it directly asked them. 

s such, it was important to develop a new, context specific frame- 

ork instead of only using the existing models. 

Several components of our theory are also described in other 

uality studies in non-Western settings. One of the few studies re- 

earching quality in emergency and trauma care from a patient 

erspective in LMICs was conducted by Yarney and Atinga. Their 

eview established four domains: attentive prehospital care, ward 

uality and privacy, medical supplies and social and relational care 

9] . The last three components are reflected in our research. In par- 

icular, the presence of medical supply as a means to ‘restore nor- 

ality’, and social and relational care as ‘enjoying life’ and ‘auton- 

my and respect’. Yarney and Atinga ‘2017 ′ have included ‘respect’ 

s part of the larger domain ‘patient centredness’. However, our 

heory includes a distinct domain of ‘autonomy and respect’ since 

t was such a prominent feature present in virtually all patient in- 

erviews. While ‘autonomy’ is included in certain PROMs (the EQ- 

D-5 L instrument includes a question on self-care, for example), 

his aspect remains relatively elusive in trauma research. According 

o our findings, however, the participants valued true autonomy 

uggesting that the quality of trauma care would improve if the 

taff engaged in more real shared decision making with the patient 

nd provided the equipment to move more independently (e.g. 

heelchairs) [17] . Our study also emphasises the importance of 

edsiders, which has recently been formally explored in the Zam- 

ian context and concur with our results [18] . Likewise, our find- 

ng that caring staff and professional expertise are crucial for qual- 

ty care, is shown to be an important factor for healthcare seeking 

ehaviour in Zambia [19,20] . The relevance of food for maintain- 

ng well-being and thus providing high-quality care is also seen in 

he Zambian orthopaedic context [21] . Our study therefore corrob- 

rates some of the themes that have been identified by previous 

esearch but frames them in a single model of quality injury care 

pecific to Zambian orthopaedic injury patients. 

There are several aspects which our patient derived theory of 

igh-quality injury care does not include but are described else- 

here in the literature. These are primarily related to quality of 

he health system as a whole. According to The Lancet HQSS, high- 

uality health care should be equitable, resilient, and efficient [2] . 

he WHO’s model also includes equitability, efficiency, and inte- 

ration [4] . While patients in our study do mention some of these 

spects indirectly, they were mostly concerned with the treatment 

hey received and not with how the healthcare system performed 

s a whole. They also did not mention the WHO’s component of 

ertical and horizontal healthcare integration. Our theory therefore 

oes not include the larger perspective of looking at high-quality 
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Fig. 2. Overview of the hierarchy of the patients’ core categories of delivering high quality medical care, numbered in order of priority. 
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ealthcare systems, such as how resilient, efficient, and integrated 

t is. 

This study has several limitations. As most coding and the- 

ry development was done by one researcher (FM) from a high- 

ncome country, personal biases and preconceptions would have 

nfluenced the narrative and shaped the analysis despite best ef- 

orts to avoid this. Most notably, in order to facilitate a discus- 

ion, quality was often rephrased as ‘preferences’. Indeed, it could 

e possible that when the interviewers spoke about quality, re- 

pondents were talking about value and preferences. As such, if 

uality is not truly what people wanted, many of the responses 

n this project—and indeed most of the analysis—would have been 

isinterpreted. Qualitative analysis should always be interpreted 

ithin its geographical, social, and temporal context. Additionally, 

t is recommended that the final theory is discussed with the par- 

icipants to check for agreement. This was not done due to inabil- 

ty to re-establish contact all the participants. An important limi- 

ation was the selection bias of interviewing patients at the hos- 

ital. Those who were at the hospital had the means to get there. 

or example, one patient had to rely on the entire family to save 

nough money to pay for transport. It is therefore very possible 

hat some people with injuries are simply not able to go to a hos- 

ital. It is therefore imaginable that the participants interviewed 
j

3176 
n this study had a comparatively high financial and social capital. 

nother limitation is the sampling of the participants, which was 

rimarily based on patients’ willingness to participate in conver- 

ations about the subject. Importantly, all participants were from 

he orthopaedic ward with mostly long bone fractures and were 

hus lucid. Patients with other traumatic injuries or pathologies 

ay frame quality substantially different as their conditions cause 

ther limitations. 

onclusion 

This study developed a theory of what high quality injury care 

s to patients on a Zambian orthopaedic ward. The four major com- 

onents of this theory are: i) restoring the patient to normality, ii) 

stablishing trust between patients and providers, iii) respecting 

he patient and allowing them to maintain autonomy, iv) finding 

ays for patients to enjoy their time in the hospital. For patients, 

he more these components are achieved, the higher the quality of 

njury care delivered. Our theory of high-quality injury care may 

elp stakeholders understand some of the patient priorities on an 

rthopaedic ward in Zambia and raise awareness of what matters 

o patients. This could lead the way to providing high-quality in- 

ury care in this context. As presented here, our theory does not 
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nclude other important system-wide dimensions like efficiency or 

raditional measures such as surgical site infection rates. It should 

herefore be used as part of wider existing framework of a health 

ystem that provides high quality injury care and existing injury 

are quality measures. Future research may wish to uncover pa- 

ient (and provider) ideas on quality in other medical specialities 

nd geographic locations which could then be used to explore how 

erception and the meaning of quality differ between time and 

lace. This may lead to a better understanding of what quality in- 

ury care means to patients across a larger system and ensures that 

ealth systems are robust, relevant, and effective for the local pop- 

lation. 
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